Section of Psychiatry
President-WILLIAM SARGANT, M.A., F.R.C.P., D.P.M. [February 12, 1957] DISCUSSION: THE PSYCHIATRIC INDICATIONS FOR THE TERMINATION OF PREGNANCY Dr. J. D. W. Pearce:
In the United Kingdom abortion is lawful only if done in good faith for the purpose of preserving the life of the mother. In this context life includes health, and abortion is lawful only if other effective treatment does not exist, and if the probable consequence of the continuance of the pregnancy will be to make the woman a physical or mental wreck, whether such a result is likely to be permanent or not. Abortion "to protect the health of the unborn child" is always a felony. In Sweden the 1946 Abortion Act enables abortion to be done lawfully on medical, medico-social, socio-medical, humanitarian and eugenic grounds.
The two essential psychiatric questions to be answered are:
(1) What severe psychiatric disorders are precipitated or seriously aggravated by pregnancy or childbearing, and what is their subsequent history?
(2) Which, if any, of these conditions is abortion likely to relieve or cure? The adverse effects of abortion must also be examined.
Most textbooks say little or nothing relevant. Lewis (1950) says that "the termination of pregnancy is called for on account of the mental condition when there are symptoms of organic psychosis which are likely to get worse, a history of suicidal attempts or infanticide in connexion with previous pregnancies and a depression in this one, or if on other grounds there is a clear risk of suicide or other untoward result of the mental illness, should pregnancy continue-The question must turn mainly on the therapeutic value of terminating the pregnancy".
Tredgold and Tredgold (1953) say: "Mental disorder which appears in the first half of pregnancy, and before the child is viable, usually passes when quickening takes place, whilst disorder arising after quickening usually persists for some time after birth and is unaffected by abortion." summed up the indications and contra-indications for therapeutic abortion: for pre-existing psychosis, terminate only very rarely; for schizophrenia arising in pregnancy and for recurrent psychosis not related to former pregnancy, no termination; for recurrent psychosis of pregnancy and puerperium, terminate; for severe reactive anxiety and depression stemming from the pregnancy, termination depends on a question of degree.
In 1931, the Sections of Obstetrics and Gynmcology, Medicine and Psychiatry discussed the medical indications for abortion. James (1931) said that where loss of sleep, of weight, and of insight were persistent and accompanied by mental symptoms, abortion should be considered without too much waiting and seeing.
With modern effective treatment one would expect the indications now to be far fewer, but fully developed psychiatric out-patient services have brought more patients under psychiatric enquiry.
The post-war literature shows but little general agreement on the indications for and the therapeutic effectiveness of abortion. Hobson's (1953) main criterion is the risk of suicide, especially in severe reactive anxieties and depressions. Mental deficiency, psychopathic personality and established mental illness are not, in themselves, indications. Ebaugh and Heuser (1947) think that very few, if any, psychiatrists would abort in any of the psychoneurotic reaction types; in only a few recurrent schizophrenic and manic-depressive psychotics owing to inability to care for the child (and similar social criteria inadmissible here); but in single, young women with resultant self-guilt and self-depreciation, plus strong suicidal drives, each case is to be considered on its own merits. This is a narrow field as it includes only those with fully inturned aggressiveness, not those who slash around with threats of self-destruction. Kummer (1953) sees pregnancy and parturition as no more than precipitating stresses and not basic causes of associated mental disorders. Important factors are the pattern of previous psychotic reactions (severity, duration, reversibility, relation to pregnancy), the physical constitution of the patient, the religious and other personal beliefs of the patient and her family, the desire for parenthood, and the number of living children. Donnelly (1955) , however, dismisses all economic and social criteria. Kraepelin (1909) observed that abortion was more often a precipitant than an alleviant of mental disease. Ekblad (1955) in his Swedish monograph found that the greater the psychiatric indications for legal abortion, the greater the risk of unfavourable psychic sequelk.
I wrote to some forty-five psychiatrists and to one, general practitioner, in the hope of finding some general measure of agreement on the criteria on which decisions to abort are based, and found this largely lacking. Many approach the problem by asking three questions: Is this woman's mental state due to pregnancy?
Will abortion relieve the mental illness? If so, should she be sterilized?
The answers to such questions are mainly subjectively based. There is relatively little firm knowledge of the course of psychiatric illness in pregnancy and the effects, good or bad, of abortion.
Here are some dogmatic statements from some of my correspondents:
(1) Termination has never had a beneficial effect in any case.
(2) The only criterion is severe, chronic, unremitting schizophrenia worsened by pregnancy.
(3) The only criterion is schizophrenia with a bad family history.
(4) Terminate only in some cases of previous puerperal psychosis and mental deficiency. (5) Each case is considered on its own relative merits, there being no hard and fast rules. Four or five of my correspondents accept both of the following criteria:
(1) A clear causal connexion with the pregnancy plus the severity of the illness.
(2) A previous similar illness in childbearing. Two more accept the first but reject the second whereas yet three more accept the second while rejecting the first.
There is much more agreement about not aborting than about aborting. Many do not refer to schizophrenia at all and presumably never advise abortion: some say they never abort, but a few do so, e.g. in most cases; or if coupled with a bad family history; or if pregnancy is causing psychological strain; or if it is of the covert type keeping out of hospital.
With depressions, the great majority do not terminate. Almost all regard the threat of suicide as no indication. Many do not refer to low-grade mental deficiency, but one invariably aborts and another sometimes. Most do not refer to neurotic reactions, some categorically say they never abort, only a very few do so. In psychopathic states one or two will abort if in a state of near-psychotic excitement: the rest never.
Two or three add up the various minor factors, but Donnelly (1955) says "One should have one good reason for doing a therapeutic abortion. Three or four minor ones do not add up to one good one". Some unusual criteria are advocated by a very few of my correspondents, but the law would not permit the adoption of some of these.
The general practitioner says: The general practitioner can help the psychiatrist because he knows the patient's background and personality. Those who become really psychotic or attempt suicide are candidates for abortion, but this may not clear up the trouble. Such cases are not nearly as common as the woman who is just fed-up because of an unwanted pregnancy. The general practitioner can coax most through the first trimester when the desire to be rid of the baby usually subsides. The distressed women, not obviously psychotic, but with threats of suicide difficult to assess are for the psychiatrist. He would never recommend abortion without a psychiatric opinion, and assumes that the consultant would want the general practitioner's full backing.
Most agree on the need to admit patients to hospital for full study and to collect the facts before reaching a diagnosis. One correspondent says "sheer diagnosis is not enough. The decision to abort or not may rest on other circumstances, e.g. husband, home, chance of adequate psychological help". And most agree that most patients can be safely brought through to full time with adequate medical, nursing and social aid.
The criteria most of us use are based on a tacit assumption that abortion per se has a therapeutic effect in a wide but undefined range of psychiatric maladies, and but few if any bad effects. But we need more knowledge about the natural history of psychiatric illness associated with pregnancy, and the late results of abortion, and more studies to provide valid criteria.
Until such time I would advise some curtailment of so much clinical freedom to recommend abortion. There should always be at least two independent psychiatric assessments, and in-patient examination has much to commend it. In Colorado (Ebaugh and Heuser, 1947) since 1937 an abortion committee, which includes the professors of medicine, obstetrics and gynccology, and psychiatry, decide on each case after full in-patient study: surely an excellent plan.
The regular general practitioner must always be in the picture. I feel insecure about any patient coming from a general practitioner who has seen her for the first time because of her predicament. Casper (1934) said that scientific men should apply themselves more diligently to the task of saving both mother and child. All our resources-medical, psychiatric and socialshould be used to tide a woman over, if needs be as a voluntary in-patient, until quickening, as so many mothers then settle down. Moreover, hysterotomy enables her to be sterilized at the same time if indicated. I tend to follow Hart's criteria, but I sometimes have misgivings over my rather legalistic attitude. Religion is above medicine, and religious differences are to be accepted, and respected. None the less ethical, moral and social issues inevitably complicate our thinking about this subject. History shows the transient nature of social and eugenic criteria. Ebaugh and Heuser (1947) say that morally the medical profession cannot condone abortion for economic or sociological reasons, but one cannot but wonder what effect it might have on juvenile delinquency, alcoholism, mental deficiency, suicides, homicides, arrests, &c.
Some psychiatrists advocate eugenic abortion. A case may, in principle, be made out for this, but it could be applied only where there were most reliable criteria. It is difficult, indeed impossible, to remain entirely a medical man in considering such a problem. Twentysix years ago the whole emphasis seems to have been on mental disorder. Now we have the concept of mental health, and a further evolution in our thinking on these matters is under way.
Just before Bourne's trial at the Old Bailey, James (1938) wrote: "It should not be beyond the ability of two learned professions to devise a formula which acknowledges 'reason' to be as important as 'life', and which gives legal sanction to practitioners and experts alike to consider the 'health' of the mother in a very wide sense." It may be that the time is ripe for a critical restatement of such a formula.
What are the subtle archaic motives which make some of us feel so uneasy about assuaging a woman's distress by a fully warranted therapeutic abortion, as if we were doing something against our conscience? In England abortion is a felony, although the law, not as clear on this matter as it might be, tolerates it for valid medical reasons. The other indications, the social, the humanitarian and the eugenic are not recognized. A further factor hindering progress would seem to be the frequent failure to separate the medical from the social indication which in psychiatric cases is persistently obtrusive and often so closely interwoven with etiological considerations, that its sharp divorce from the medical becomes virtually impossible. This has been widely recognized, e.g. Maier and Hart. It is not surprising therefore that data are still fragmentary and contradictory. The remarkable thing is that comparatively little has been done to study the problem systematically. Historically the literature falls into two periods, that of impressions and that of attempted systematic study. English opinion as expressed by the Royal Medico-Psychological Association in 1927 (Lord) was, on the whole, against abortion on psychiatric grounds and Robinson in 1933 elicited a similar view from 95 English psychiatrists. Hart, however, whilst doubting its value in psychoses advised greater flexibility of approach to the matter in the psychoneuroses. Kogerer (1931) referred to observations by several authors that certain schizophrenics became worse with pregnancy, but this was certainly not invariable. Boyd (1942) summed up the matter by admitting the lack of basic knowledge and hence the entire unpredictability of results of therapeutic abortion in psychiatric cases. The second period was inaugurated in Switzerland following a change in the Swiss Federal law by which abortion became permissible where continuation of pregnancy seemed likely to damage the mother's health. Only four cantons had previously recognized this. A series of important studies appeared by Binder and a number of others including Zolliker , Glaus (1948) , Maier (1932) and Schneider (1942) . Binder from his series of 350 unmarried mothers sought to establish more precise psychiatric indications.
He found that 7 % of these women developed chronic psychiatric invalidism. He postulated two essential criteria: (1) a pre-existent abnormal psychic constitution, and (2) a degree of situational stress incapable of relief by the normal social measures. None of his normal women developed lasting mental illness whatever the stress. Interruption is not called for in every schizophrenic but only where symptoms appear for the first time at the beginning of a pregnancy or where already existent process symptoms become worse or a previous pregnancy seemed to have precipitated the illness. More recently Ekblad in Sweden has published the results of legal abortion in 479 women. This study also became possible through legislative change. 65 % of these women withstood the procedure without ill-effects, but some 250% showed guilt reactions varying in severity. Siegfried found 36 such-590% in a series of 61. Polonio and Figueiredo found abortion responsible for 200% of the attacks in a series of 244 cases of puerperal psychosis. This is at variance with Vallejo Nagera's (1945) figure of less than 20% for both spontaneous and induced abortion. Polonio believes that pregnancy, far from being traumatic, actually protects against mental illness.
In the Manchester University Department of Psychiatry a study of this problem was begun in 1950. The following preliminary and provisional findings relate to 52 women, 49 pregnant and 3 not pregnant, referred for opinion on sterilization. I interviewed each patient personally, a history was obtained from the nearest relative by a psychiatric social worker and a follow-up attempted. This ranges from six months to five years. In addition each patient was given a so-called projective test by a psychologist. The women were mostly out-patients, although 9 were admitted for a time before and/or after confinement. Admission of each case, although ideal, was impracticable for various reasons. The average age of the group was 29-7 years (range 20 to 43). 5 were single, 2 widowed, 45 married. The majority, 29, were Anglican, there were 9 Roman Catholics and the remainder of other persuasions. The number of pregnancies ranged from 1 to 8. 39% were in their first or second, and 43 % in their third or fourth. The largest number (14) were in their third, 10 in their first, and 1 in her eighth pregnancy. 17 were recommended for termination, in 12 this was done. Sterilization was performed simultaneously in 5 of these. 6 pregnant women were recommended for sterilization only, which was carried out in 3. Of the 3 nonpregnant sterilization was advised and performed in 2.
Diagnostic categories comprised chiefly three groups totalling 40 patients, personality disorder 13, affective states 17 and asymptomatic 10 (including 3 women with a history of previous puerperal psychosis).
The remainder were made up as follows: Obsessional states 7; hysterical reactions 2; epilepsy with psychiatric features 2; disseminated sclerosis with psychic changes 1, and one other with disseminated sclerosis included in another category. 4 patients were considered too late for termination, although in 3 this would have been advised had they been seen earlier. 10, possibly 11, of the pregnancies were illegitimate (c. 22 5%). Some degree of suicidal risk, occasionally serious, existed in 23. This is at variance with Binder's findings and also with our own elsewhere in a study of young unmarried mothers. 10 attempted abortion, I other considered it and alleged spontaneous abortion occurred in 6 (c, 12%).
This compares with 2900 in a similar series (Neuweiler), 17% and 17.5% respectively in two similar, larger series (Rumpf and Noell, 1950; Amstad 1934) . Only the first 42 cases are considered here, the remainder have been under review for too short a time for adequate follow-up. Of the 42, in 9 follow-up was impossible. Follow-up is more than usually difficult with these women, the mentally normal when referred often leave in anger and refuse further access, many are unusually feckless and shiftless and tend, more than average patients, to drift away. Of the 11 under review whose pregnancies were terminated only one benefited conspicuously, a widow of 39 raped by a stranger. She reacted with shame and grief, could not face her adolescent children and attempted suicide. Since the latter was virtually certain if her pregnancy continued and since neither admission nor social measures would have helped, abortion was advised. In 10 others the benefits were more doubtful. In one who had had a previous, possibly schizophrenic, puerperal illness, termination may have prevented an exacerbation. 2 others showed some symptomatic improvement. In 6 no benefit was noted, while in the last 2 no further information was obtainable. Of the 5 recommended for termination, one who refused it still had symptoms of a previous puerperal illness when first seen. She went to term without mishap and two years later was well. One other, a sensitive anankast, developed a puerperal illness diagnosed elsewhere as schizophrenia and on followup was still sensitive and suspicious. Of the remaining 3 there is no information. Of the 32 not recommended for termination 24 are considered here. 5 attempted abortion, 1 considered it and 3 had an alleged spontaneous abortion. 12 went to term without lasting ill-effects. 6 showed little or no improvement. It is possible that termination might have helped 3 of them. In 6 follow-up was impossible. Obviously no firm conclusions can be drawn from such a small series. In some cases of schizophrenia abortion may be advisable. There were no certain schizophrenics in this series, hence on the basis of this material I can make no personal judgment. Where suicidal risk is real the patient should be admitted. By this means several of my patients have been brought successfully to term. Sterilization was followed by striking improvement in one woman, in another associated also with termination, the opposite. In the light of this study I would strongly advise against termination or sterilization in women with strong anankastic and depressive features since either is likely to be followed by severe self-reproach, of which 4 instances were found in this series. Severe economic and marital stress existed for 12 women. I believe we tend to underestimate considerably the capacity of woman to withstand stress. Nevertheless, if the State insists on a woman bearing her child, the State must ensure more adequate social services, in particular more trained social workers, than exist at present. I believe that thereby fewer therapeutic abortions on psychiatric grounds would be necessary. If I have gained one impression from this study, it is that abortion in the large majority of psychiatric cases has very little medical justification.
It would appear from the legal aspect that the onus is on the operator-the gynmcologistto justify his action of termination of pregnancy. It is he who does the operation, not the psychiatrist. It is he who carries the full responsibility for acting in good faith. Good faith are the operative words. The general surgeon or the physician rarely has to carry a responsibility of such gravity. Who can blame my colleagues who shrink from exposing themselves to such an exacting test-moral cowardice is a question of degree? Yet there are women whose pregnancies should be terminated on justifiable grounds but in whom an abortion is not done because the gyneecologist is fearful of being dubbed an abortionist. This situation arises especially in small provincial, as distinct from teaching, hospitals.
The threat of suicide is one which I, as a gynecologist, find difficult to assess but it is possible to under-estimate the gravity of this threat. If a patient does not gain relief from an interview with a gynecologist or psychiatrist then she may do something drastic. If we still subscribe to the Hippocratic oath then it is the duty of doctors to prevent patients injuring themselves. If we are convinced an injury is going to happen then we must act. Suicide is a destructive act against society. Apart from the complete destruction of the individual there are varying degrees of injury, either physical or psychological. We must therefore, accept a broad connotation of health if society is to be protected from the loss of properly functioning individuals and if we are to prevent such persons becoming permanent invalids.
There are those who consider that the only valid indication for termination of pregnancy is when there is also an indication for sterilization. I think vindictiveness of this kind is a form of blackmail which should have no place in gynecological practice. I cannot deny that some psychiatrists have gained the reputation of being "abortion easy" and that patients are misled in the belief that termination can easily be obtained on psychiatric grounds. Perhaps it is for this reason that some gynecologists resent being requested on psychiatric grounds to terminate pregnancy and, therefore, adopt an obdurate and contrary attitude. There is also the impression that we are being employed solely as mechanics. Yet I fail to see how any gynecologist, unless he has made a special study of psychopathology, can question the opinion of a reputable psychologist. The operative word is "reputable". There are "consultoids" in every medical specialty and if I am to be used merely as a surgical technician then I will be directed only by those whose opinion I respect and who I know act in good faith.
In view of the stand that many gynecologists take against the advice of psychiatristsa stand which is essentially protective, it has been suggested that the way out of the impasse psychiatrist v. gynecologist is the establishment of Abortion Panels. By such a system any imputation that abortions were done on flimsy indications could be countered. Such a panel was instituted ten years ago by Mr. Philip Mitchell, senior gynaecologist at the Royal Hampshire County Hospital at Winchester.
Just as a surgeon follows up all cases on which he has operated so should a psychiatrist continue to supervise the care of all women who have had a termination. If the psychiatric indication for this operation is made urgent then I see no reason why with the termination of pregnancy the psychiatrist should cease to be interested in the woman's future. Does the evacuation of the uterus cause an immediate amelioration of the psychosis? I venture to suggest that psychiatric care should be an. important part of the rehabilitation that a woman needs after this operation. We are all aware how some patients deeply regret this operation and develop a severe depression.
It is asking a lot of the gynmcologist to repeat the operation a year later and those who have the psychiatric responsibility for these patients must arrange for proper contraceptive advice or alternatively seriously consider the advisability of sterilization.
During the years 1938-1956 (inclusive) there were 509 cases of termination of pregnancy at University College Obstetric Hospital. Of these 198 (38-9 %) were for psychiatric indications. This is not the time to describe surgical techniques for termination of pregnancy. I prefer vaginal hysterotomy; it is possible to sterilize at the same time provided the gestation is not greater than twelve weeks. I find I am supported in this method by my colleagues in Sweden who have had far greater experience than I. The real problem is when the pregnancy is so advanced in the second trimester that an abdominal hysterotomy is necessary. This operation is really a Cesarean section in miniature and the faetus may survive apart from the mother. I do not think any gynsecologist should be asked to terminate at such a late stage and the onus should be placed fair and square on the psychiatrist to continue treatment of the patient in an institution.
Of all gynmcological operations that of therapeutic abortion is the one that causes me most discomfort. Not only is there the destruction of the foetus-one can feel the shudder of the theatre staff but also the inherent risk of uncontrollable hemorrhage. There is the constant vision of the coroner's court-deaths do occur.
The immediate operative risks are those of hamorrhage, perforation or sepsis, the remote are sterility and habitual abortion due to laceration of the cervix. Perhaps the sudden evacuation of the uterus may lead to "endocrine shock" which may later influence menstruation (dysmenorrhcea, menorrhagia), ovulation, or even the personality of the individual.
Mr. Aleck Bourne said that abortion is useless for treatment of an established psychosis complicated by pregnancy. After the third month vaginal abortion becomes an increasingly dangerous operation as time passes, and, when performed for a mental condition short of psychosis, is often followed by remorse which will aggravate the patient's neurosis, perhaps for years. Abortion for any mental illness is seldom necessary, for the majority of patients become reconciled to the prospect of having a baby, after the middle of pregnancy. Suicide is often insincerely threatened as a kind of blackmail, but if, in the opinion of a psychiatrist, suicide is a genuine danger pregnancy should be terminated. As abortion cannot be repeated, and as contraception is unreliable in the hands of many of these patients, it is occasionally necessary, where the mental condition is regarded as permanent during the childbearing period, to sterilize at the time of hysterotomy.
Dr. Eustace Chesser:
It seems that the psychiatrists are not familiar with the usual psychological factors justifying termination of pregnancy. Greater reliance should be given to the general practitioner's opinion with his unique knowledge of the patient and her background.
Mr. Aleck Bourne suggests that sterilization should always accompany termination; why? To say "you should not have a child" is a far cry from "you cannot have a child". The mentally-sick patient of to-day may well be the mentally-healthy patient of to-morrow.
Dr. Noel G. Harris:
Occasionally a request is made to terminate a pregnancy not for the sake of the mother, but for the sake of the father. A recent example of that was seen with a woman married to a man who had had psychiatric treatment and was thought to be not far off a schizophrenic breakdown when her first pregnancy began. The father was distressed at the idea of the added responsibility of a child. His wife became anxious and distressed at the attitude her husband adopted in case it precipitated a complete breakdown in him. The psychiatrist who had treated the man thought the pregnancy should be terminated. It is not uncommon to find that women who are sent up for termination of pregnancy have had no education or advice on birth control. Psychiatrists, obstetricians and general practitioners should see that married couples get adequate knowledge and instruction on this when they want it.
Dr. G. F. Abercrombie said that few general practitioners saw enough of these patients to form an opinion, but that he himself was becoming increasingly convinced that termination of pregnancy on psychiatric grounds was not the right answer.
